Background
Elder abuse is acknowledged as a public health problem and generates increasing concern specially as current projections indicate that persons aged 60-plus will increase from 760 million 2011 to 2 billion by 2050 [1] [2] [3] . Prevalence rates of elder abuse vary contingent on various factors such as operational definition of abuse and type abuse rate of 13%, and rates in the general population varied between 3.2-27.5% and over 6% had been abused during the last month [4] . Recent studies in the USA, Israel and Europe with general population/ community samples observed abuse rates ranging between 0.6-27.1% depending on the type [5] [6] [7] . Among selected samples such as older persons living in a residence home, abuse rates up to 55% depending on the type have been reported [4] . Elder abuse, not least physical, coexists with detrimental effects such as depression, premature death and reduced social support [5, [8] [9] [10] [11] [12] [13] [14] [15] [16] . Psychological abuse, e.g. being excluded and repeatedly ignored, seems to be the most commonly reported by elders, with prevalence rates up to 52% [4, 5, 7] . In a recent WHO report [3] , it was estimated that 29 million of persons aged 60 years and over are psychologically abused each year in Europe. Psychological abuse often co-occurs with other abuse categories, e.g. financial [5, 17, 18] and has been associated with poor health, e.g. trauma [5, [19] [20] [21] [22] . Further, psychological abuse may be more damaging for older persons than other abuse types [5, 23] .
Various factors such as poor mental health and lack of social support have been connected with decreased quality of life (QoL) among older A further examination of the influence of abuse (particularly psychological), while considering other factors such as depressive symptoms upon perceived QoL by domain among older adults from the general population may be useful in several ways. First, by addressing some of the limitations of available studies as described above, we may provide a more accurate description of the relationship between abuse, other factors such as depressive symptoms and QoL among older persons. Second, as far as we know, there are no studies about the relationship between psychological abuse, other factors such as depressive symptoms and QoL with general population samples of older adults. Third, abused older persons in many countries such as Spain, Portugal and Lithuania are not being systematically and consistently assisted, although the importance of prevention has been stressed [1, 2] . Therefore, by exploring the relationship between psychological abuse, other factors such as depressive symptoms and QoL among older persons from different countries (e.g. Spain, Portugal, Lithuania), we may provide reliable data on their experiences that could support policy makers and health planers/providers in the development of effective interventions for targeting abuse and improving QoL. Finally, limited attention has been paid to the identification of correlates of QoL (subjective) among older adults, particularly regarding the role of psychological abuse. Considering factors such as depressive symptoms may help to better understand the actual contribution of psychological abuse towards "explaining" the variation in QoL, not least as psychological abuse may be the most commonly reported form of abuse by older persons and more damaging that other abuse forms. Thus, our main aims were to: (i) Compare the subjective experience of QoL by domain (autonomy, fear of death/dying, intimacy, past/present/ future activities, sensory-abilities, social participation) between psychologically abused and non-abused persons aged 60-84 years; and (ii) Scrutinize, among all respondents, the association between psychological abuse, other factors such as depressive symptoms and QoL by domain.
Methods

Respondents
The respondents were randomly selected women/men from the general population living in 7 European cities (Stuttgart; Athens; Ancona; Kaunas; Porto; Granada; Stockholm) that took part in the survey "Elder abuse: A multinational prevalence survey, ABUEL" during January-July 2009. Inclusion criteria were age 60-84 years, no cognitive problems (e.g. dementia) [1] or sensory impairments (e.g. blindness), national citizens or documented migrants, living within the community (own/rented houses) or homes for elderly and proficiency in the native languages. 13%, with a precision of 2.6 percent derived from a recent review [4] , a sample size of 633 persons in each city was necessary. Overall, the sample consisted of 4,467 respondents (2,559 women, 57.3%) and mean response across countries was 45.2%. Details regarding for instance the target population, sampling procedures, completion rates, refusal rates and differences between countries are reported in a separate ABUEL method paper by Lindert et al. [37] . Data on demographics/socioeconomics are shown in Lindert et al. [37] and Macassa et al. [7] .
Definition of quality of life
The definition of QoL proposed by the WHOQOL group was used in this study: "An individuals' perceptions of their position in life in the context of the culture and value systems in which they live, and in relation to their goals, expectations, standards and concerns. It is a broad ranging concept affected in a complex way by the persons' physical health, psychological state, level of independence, social relationships and their relationship to salient features of their environment" [38] [39] [40] .
Measures
Quality of Life (QoL) was assessed with the WHOQOL-OLD [38] . It contains 24 items graded 1-5 (e.g. not at all-extremely), but after transformation scores range from 0-100 [41] . The items can be summed into a total QoL and divided into 6 domains with four items in each, i.e. autonomy (e.g. freedom to make own decisions); fear of death/dying (e.g. scared of dying); intimacy (e.g. feel a sense of companionship in life); past/present/future activities (e.g. satisfied with achievements); sensory-abilities (e.g. loss of sensory abilities affecting participation in activities); and social participation (e.g. have enough to do each day). High scores correspond to high QoL. Cronbach α (standardized items) for QoL across the included countries was 0.92.
Abuse was assessed with 52 items based on the Conflict Tactic Scales 2 [42] and the UK survey of abuse/neglect of older people [36] . The items were arranged in 5 abuse sub-scales, i.e. psychological, physical, sexual, injury and financial. Additionally, neglect was assessed with 13 items (e.g. routine housework) and data were collected on other factors such as the perpetrators age and sex. The abuse acts may have occurred (how often) once, twice, 3-5, 6-10, 11-20 or >20 times during the past year (chronicity), did not occurred the past year, but before or never occurred. In this study, only the responses regarding psychological abuse (11 items, e.g. threatened to hit or throw something at you) during the past year were analysed. If respondents answered that abuse had not occurred during the past year, they were considered as no abuse cases (no). If respondents answered that they had been abused during the past year independently of chronicity, they were considered as abuse cases (yes). Cronbach α (standardized items) for psychological abuse across the includedcountries was 0.85.
Somatic symptoms were assessed with the short version of the Giessen Complaint List [43] . It contains 24 items graded 0-4 (not affected-very affected). The items can be summed into a total somatic symptoms and arranged in 4 domains with 6 items in each: exhaustion (e.g. tiredness); gastrointestinal (e.g. nausea); musculoskeletal (e.g. pains in joints or limbs); and heart distress (e.g. heavy, rapid or irregular heart-throbbing). The total score for all items is 96 and 24 for each symptom domain. The higher the scores, the more one is affected. Cronbach α (standardized items) for somatic symptoms across the included countries was 0.92.
Depressive and anxiety symptoms were assessed with Hospital Anxiety and Depression Scale [44] . It contains 14 items graded 0-3 (e.g. not at all-most of the time), of which 7 pertain to depression (e.g. I [35, 36] . Although both reported a relation between abuse/ neglect and decreased QoL, they differed substantially. For instance, the operational definition of abuse/neglect and what is meant with QoL is unclear in one of the studies [35] . In the other study [36] , there is an unusual operational definition of for instance psychological abuse, e.g. an act of psychological abuse was considered only if it occurred 10 or more times, suggesting under estimation of abuse.
The sample size was estimated on based on municipal census (number of women/men aged 60-84 years) in each city and expected abuse prevalence ranges. Departing from an abuse prevalence of Health care use was assessed as the number of contacts with health care staff (e.g. physician) and health care services (e.g. primary care). We also assessed the number of diseases (e.g. cardiovascular), which the respondents suffered from presently. The items were derived from the Stockholm County Council health survey [45] .
Social support was assessed with the Multidimensional Scale of Perceived Social Support [46] . It contains 12 items graded 1-7 (very strongly disagree-very strongly agree). The items can be summed into a total social support and divided into 3 domains with 4 items in each: support from family (e.g. my family really tries to help me); significant others (e.g. there is a special person who is around when I am in need); and friends (e.g. I can talk about my problems with my friends). The total score ranges from 12-84, 4-28 for each domain. High scores correspond to high social support. Cronbach α (standardized items) for social support across the included countries was 0.92.
Life-style variables were assessed as alcohol and cigarette use, and body mass index (BMI). Alcohol was assessed with items derived from The Alcohol Use Disorders Identification Test [47] . First, the respondents were asked if they presently used alcohol (do you drink alcohol? yes/no). If they answered yes, 3 items derived from Audit were applied: (1) how often do you have a drink containing alcohol? (once a month or less, 2-4 times a month, 2-3 times a week, 4 or more times a week); (2) how many drinks containing alcohol do you have on a typical day when you are drinking? (1 or 2, 3 or 4, 5 or 6, 7, 8, or 9, 10 or more); (3) how often do you have six or more drinks on one occasion? (Never, less than monthly, monthly, weekly, daily or almost daily). Finally, we asked respondents about their past use of alcohol (if you do not drink alcohol now, have you ever been drinking alcohol? yes/no). Smoking was assessed in a similar way. This study focused on use of alcohol and cigarettes in a yes/no format. A BMI, based on self-reported height and weight, was calculated for each respondent with the formula kg/m Demographic/socio-economic and household variables were assessed, i.e. country, age, sex, marital status, ethnic background, education, profession, financial support, financial strain, housing, living situation, household size and if still on work. Financial strain (worries with how to make ends meet) was measured with one item (no/sometimes/often/always format). A participant was defined as having "financial strain" if she/he chose any response other than no. Four items (e.g. place of birth) assessed whether the respondents were migrants or native inhabitants. These factors were tailored for each country, but similar in content.
Design/Procedure
The design was cross-sectional. The recruitment of respondents and data gathering were conducted during January-July 2009. The data were collected via face-to-face interviews or a combination of interviews and self-response 1 . The scales (if not available) were translated into each country´s language, back-translated and culturally adapted. Only GBB, the Multidimensional Scale of Perceived Social Support and health questions were applied the above mentioned procedure based on previously defined protocol for some of the countries. A similar strategy was applied for other materials such as information letters. Interviewers in each city (n=5-20) received training in various issues (e.g. ethical behavior). The respondents were carefully informed about the research in writing/verbally, and signed a consent form. Great emphasis was put on confidentiality, anonymity and the respondent´s rights 1 . Ethical permission was received in each participating country. For further details on design/procedure see Lindert et al. [37] .
Statistical analyses
and non-abused respondents were analyzed with ANOVAs. A significant level of P<0.05 was accepted for bivariate and multivariate analyses. Differences between psychologically abused and non-abused respondents in various areas such as demographics/socio-economics are shown elsewhere [7, 37] . Additionally, we conducted collinearity statistics on the regressions, with VIF´s for autonomy ranging from 1.085 to 8.552; for past/present/future activities from 1.067 to 7.079; for social participation from 1.066 to 9.596; and for intimacy from 1.066 to 8.943. The VIF´s were below accepted levels, up to 10 (detailed data not shown here). Furthermore, Pearson correlation analyses showed positive correlation coefficients ranging from 0.000 to 0.501 and negative from -0.001 to -0.584. The overwhelming majority of negative/
Results
As shown in table 1, psychologically abused respondents contrasted to non-abused scored lower in autonomy, intimacy, past/present/future activities and social participation, indicating that they experienced 1 Respondents who did not want to be interviewed could self-respond and a questionnaire was sent to their homes together with other materials such as information/ instruction sheets, consent letter and the Mini-Cog (Borson S, Scanlan JM, Brush M, Vitaliano PP, Dokmak A (2000) The Mini-Cog: a cognitive 'vital signs' measure for dementia screening in multi-lingual elderly. Int J Geriatr Psychiatry 15: 1021-1027). It should also be stressed, as requested by all ethical committees, that respondents were contacted by letter and telephone prior to the investigation and independently of how the data was collected form, could stop participation at any moment and call the interviewers for additionally information if necessary. Further information was provided before and under the interviews. The self-response percentages were 38% for Germany, 0.5% for Greece, 0% for Italy and Spain, 24.8% for Lithuania, 2.3% for Portugal and 63.9% for Sweden. 2 Regressions of the sensory abilities and fear of death/dying categories were not performed as there were no significant differences between abused and non-abused respondents. Further, 4 multiple linear regressions were computed to scrutinize the associations between the dependent variables (autonomy, intimacy, past/present/future activities, and social participation) and other covariates (independent variables) among all respondents 2 . The independent variables were selected based on statistical inference, i.e. factors such as socio-economics that differentiated abused/nonabused respondents in previous analyses [7, 37] and the literature on QoL. The independent variables were psychological abuse, country, age, sex, marital status, migrant background, living situation, housing, education, profession, financial support, still work, financial strain, alcohol and cigarette use, household size, BMI, health care use, diseases number, anxiety, depression, somatic symptoms and social support. Associations between the variables were expressed as unstandardized Betas/Std.Error, standardized Betas, CI95% and R their QoL in these areas as lower. There were no differences regarding fear of death/dying and sensory abilities ( Table 1) .
Correlates of QoL by domain
Past/present/future activities were positively associated with social support. Being from any other country than Germany, financially strained and financially supported by social/sickness benefits/ other pension benefits (e.g. sick pension), and experiencing anxiety, depressive and somatic symptoms and abuse was negatively associated with past/present/future activities. The model "explained" 44.8% of the variation in activities ( Table 2) .
As shown in table 3, social participation was positively associated with still on work, alcohol use, social support and abuse. Being from any other country than Germany, aged 80-84 years, man and financially supported by social/sickness benefits/other pension benefits (e.g. sick pension), smoking, and experiencing anxiety, depressive and somatic symptoms were negatively associated with social participation. The model "explained" 41.5% of the variation in social participation.
Intimacy was positively associated with being married/cohabitant, financially strained and financially supported by spouse/partner income, living with spouse/partner, spouse/partner/other 3 , other persons 4 and in large households, using health care frequently and social support. Being from any other country than Germany, and experiencing anxiety and depressive symptoms and abuse were negatively associated with intimacy. The model "explained" 45.6% of the variation in intimacy (Table 3) .
Discussion QoL and psychological abuse
Psychologically abuse was related to lower scores in autonomy, intimacy, past/present/future activities and social participation. There were no differences between abused and non-abused respondents in fear of death/dying and sensory abilities, which may have been more affected by the ageing process than abuse. Subsequent regressions confirmed that abuse was negatively associated with autonomy, intimacy and past/present/future activities, and positively with social participation.
Psychological abuse consists of acts such as being undermined and belittled over one´s activities, excluded and repeatedly ignored and prevented from seeing others. This seems contrary to QoL goals and expectations such as freedom to make own decisions (autonomy), being able to have personal and intimate relationships (intimacy), satisfaction with achievements in life (past/present/future activities) and opportunity to participate in community activities (social participation).
An explanation could be that the abuse led to feelings of worthlessness, powerlessness, hopelessness, unhappiness and insecurity. Over time these feelings may have resulted, for instance, in experiences of not being able to make own decisions, a sense that companionship with a partner or other close person was not shared to the extent desired and doubts over achievements. Elder abuse has been previously associated with poor self-esteem and unhappiness [48] [49] [50] , and psychological abuse may be more damaging than other forms of abuse [5, 23] . The negative effects of abuse could have been strengthened as the main perpetrators were spouses/partners (37.1%) and significant other, e.g. offspring (34.1%). Older persons often rely on spouses/ partners and/or significant other for assistance with daily activities, provide affection, care for their health, and may be the main source of personal care and well-being [51, 52] . Being abused by near one´s may have highly stressful for the older persons, for instance, in terms of effects on intimacy. It is also possible, in view of the respondents situation in other areas such as mental health problems and financial strain that for example the spouses/partners and/or significant other felt highly exasperated, dissatisfied and burdened by the situation, resulting in abuse and subsequently in the respondents experience of decreased QoL. Findings indicate that dependency on others due to physical/ cognitive problems may increase abuse "risk" [53] . On the other hand, the respondents may have expressed frustration and discontentment with their QoL (e.g. poor intimacy), which led to abuse.
Abuse was positively linked to social participation (e.g. increased satisfaction with the opportunity to participate in community activities). This finding seems odd considering that abuse involved, among other acts, being prevented from seeing others. It is possible that although prevented to see others, the respondents nevertheless took part in community activities and valued them highly. Social participation could have functioned as a way to cope with the strains of abuse as the older persons may have been able to express their experiences and received support. Social support has been shown to attenuate the experience of abuse [7, 54] .
Abuse has been associated with decreased QoL [35, 36] , but as indicated previously these studies have several limitations (e.g. 
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As shown in table 2, autonomy was positively associated with all education levels (low, secondary, university), alcohol use and social support. Being from any other country than Germany, aged 80-84 years, financially strained and financially supported by social/sickness benefits/other pension benefits (e.g. sick pension), and experiencing anxiety, depressive andsomatic symptoms and abuse was negatively associated with autonomy. The model "explained" 32.8% of the variation in autonomy. 
QoL and Country
All QoL domains (autonomy, intimacy, past/present/future activities, social participation) were negatively related to being from any other country in contrast to Germany (reference country). This in line with a study across 21 countries (e.g. Germany), i.e. older persons from developing countries scored lower on these domains than those from medium and high-development countries [55] . However, it is hazardous to compare results as only four of our countries were included (Germany, Lithuania, Spain, Sweden) and none of these were developing countries.
As to intimacy, available findings tend to involves elected groups such as frail older persons and the bulk of studies focus on the sexual expression of intimacy and emphasize its importance for well-being [62] [63] [64] [65] [66] . Our findings are unlikely to reflect that the respondents from the other included countries compared to those of Germany differed in their living situation (who lived with the respondent) and were more often singles, divorced/separated or widowers in view that there were no major differences in total percentages. It is possible for instance that the respondents from the other included countries compared to those from Germany experienced a less "tolerant" environment to give/ receive intimacy, and therefore the lower scores, but this issue was not directly addressed.
Regarding past/present/future activities, it is likely that the expression of achievement values among older persons depends on factors such as life satisfaction, self-esteem and individual/societal economic development. In line with this, data indicate that older persons in most of the included countries experienced a lower life satisfaction contrasted to those from Germany [24, 27] due to various reasons such as economic difficulties. Poverty levels among older persons in Germany are lower than in most of our included countries [67, 68] . Self-esteem declines in older age [69, 70] , but the decline may have been less evident among respondents in Germany. Thus, the respondents satisfaction with opportunities in life and how satisfied they were with what they achieved in life may have been influenced by the above mentioned factors.
As to social participation, it is likely that poverty levels [67, 68] were an obstacle for participation in social activities, at least in some countries such as Portugal, and data show indeed that low income levels are associated with decreased QoL [24, 27] . Decreased social participation could also be an indirect measure of loneliness. Older persons from Southern European countries feel lonelier than those from Germany pertaining to factors such as economic deprivation, although our results concerning Sweden and Lithuania seem at odds [71, 72] . Poverty, loneliness or both could thus be an obstacle for social participation and therefore the dissatisfaction.
QoL, Demographics/socio-Economics and Life-Style
Age 80-84 years was negatively associated with autonomy and social participation. This at odds with results from Norway, i.e. no differences in these domains between persons aged below 75 years and those aged 75 years and over [73] . Sample differences, for instance, may explain the discrepancy. In general, older cohorts compared to younger have worse health, depend more on others, are more isolated and have lower incomes, and these factors negatively affect their well-being and QoL [67, 68, [74] [75] [76] [77] [78] [79] [80] [81] [82] . Thus, such circumstances may have hindered our respondents to do the things they like to do and to take part in activities as desired.
Male gender was negatively associated with social participation. Thisis in line with a Norwegian study among older adults, i.e. men scored lower on social participation than women [73] . Our findings seem to reflect that older men contrasted to older women have less extensive social ties and participate less in social activities [83, 84] .
All types of education compared to no education were positively associated with autonomy. Contrary to our findings, a recent Brazilian study with older adults reported no major impact of education on autonomy [95] . Our findings seem also at odds with data showing that individuals, including older persons, with high educational attainment experience greater QoL than those with lower educational attainment. However, we confirmed that individuals with the highest educational attainment report greater QoL than those without any educational attainment and the opposite [96] [97] [98] . Differences, for instance, in the definition of educational levels may account for the discrepancy between our findings and those of others.
Financial support based on social/sickness benefits/other pension benefits was negatively associated with autonomy, past/present/future activities and social participation. Being supported by benefits (e.g. social) indicates financial difficulties and thus in contrast to higher social groups those who are on benefits may be less happy and in control of their situation [99] . Further, there is a link between income and health which affects QOL, showing that within countries, poorer health is associated with lower income [100, 101] . Low income levels seem also to lead to decreased QoL [24, 27] . On the other hand, the above mentioned association could reflect that people with poor health, which affects QOL, are more likely to be on special types of benefits Being married/cohabitant, living with spouse/partner/other 5 and in large households were positively associated with intimacy. This indicates that spouses/partners and significant other are vital for the well-being of older persons as for instance givers of affection. Family and significant other also provide companionship and support when health declines and the older person need help. Our findings seem to bean indirect indicator that some of our respondents lived in harmonious relationships. For example, harmonious marriages positively affect for instance the psychological well-being of individuals, including older persons [85] [86] [87] [88] [89] [90] [91] . Living in large households suggests that the older persons had multi-levels of support and opportunities to receive/give love, and indeed living in extended families and/or receiving inter generational support has been shown to provide benefits for older persons, particularly in relation to health [92, 93] although the quality of the relationships in the family may be more important than the number of persons in it [94] . Thus, living in large households may also be beneficial for intimacy.
Further, other data show that individuals from our countries (except Sweden) contrasted to those from Germany experience less autonomy, with some of the underlying reasons being lower levels of social services and incomes [24] [25] [26] [27] . The discrepancy regarding Sweden may pertain to that the financial situation of older persons in this country, particularly the oldest, has deteriorated during the past years (e.g. low incomes) and this could have had a negative effect on their autonomy [56] . Additional findings show that autonomy depends on various factors such as disease, financial resources and social support [26, [57] [58] [59] [60] [61] . e.g. social) usually a sign of economic problems [102] [103] [104] . Thus, disease, financial problems or both may have hindered respondents to make own decisions freely and to participate in activities to the extent desired, and thus experienced that there wasn´t much to look forward to.
Financial strain was negatively associated with autonomy, intimacy and past/present/future activities, illustrating further the importance of finances for the older person´s well-being. Income levels decline in older age and there is a close relationship between poverty rates and older ages [67, 68] . The rates of poverty among older persons are greater than in the population as a whole in some Southern/Eastern European countries, but also in Nordic countries incertain aspects such as low net real assets, and during the past years the financial situation in Europe has deteriorated with increases in living costs and cuts or stagnation of benefits/services [56, 67, 68, [105] [106] [107] . These circumstances are likely to have led to the experience of financial strain, and, consequently to decreased QOL in various domains. Financial strain may have hindered the respondents to make own decisions about different aspects of their lives and to participate in activities. Financial strain may have also led to disagreements between respondents and those close to them, which would be an obstacle to give and receive love. Studies have shown indeed an association between financial strain/problems/income inequality, poor mental/physical health and decreased QOL among different groups, including older persons [108] [109] [110] [111] [112] .
An additional finding on the importance of economy in QoL was the positive association between still working and social participation. Employment tends to provide the status, self-esteem and financial resources, which facilitates social relationships, social connections or participation in social activities, and thus the high scores in social participation. However, data on the relation between still working (paid work) and social participation are however ambiguous, with findings indicating that work impacts positively on social participation [113] and others not [114] .
Being financially supported by the spouses/partners income was positively associated with intimacy. Financial dependency on a spouse/ partner concerning one´s living situation is indicative of little decision latitude for the dependent person and greater influence in how the resources are spent and who spends them for the financial contributor [115] [116] [117] . A longitudinal analysis of dual-earner couples showed that the husband´s financial dependence was linked with lower levels of perceived marital quality among husbands [118] , but cross-sectional data found no connection between a husband's economic dependence and his reports of marital satisfaction [119] . Further, recent findings suggest an association between marital dissatisfaction and poorer physical health over time for both men and women, particularly among older persons [120] , and being the secondary earner seems to have negative effects on the health of highest-income men [121] . Thus, one could expect financial dependency to be detrimental to intimacy because of marital discord, negative effects on health or both. We found the opposite, i.e. financial dependency was related to increased satisfaction with intimacy. A plausible explanation is that at the age of the respondents issues regarding, for instance, who is the bread winner and who has the final say played little role. The couples were likely to share financial intimacy and this had a positive influence on intimacy.
Alcohol use was positively associated with social participation and autonomy. Slightly over 64% of our respondents used alcohol and 82.7% drank 1-2 drinks a day, indicating that they were moderate drinkers 6 . Of the alcohol users, 68.2% used alcohol in conjunction with social activities, e.g. meeting friends. 7 Moderate alcohol use has been associated with beneficial effects on mortality risk, health and QoL among older persons [122] [123] [124] [125] . Thus, the positive relation between alcohol use and social participation may be a reflection of this. As to the relation between autonomy and alcohol use, one could hypothesize that alcohol use gave the respondents a sense that they could make their own decisions.
QoL and health
Not surprisingly, depressive and anxiety symptoms were negatively associated with all QoL domains, and somatic symptoms with autonomy, past/present/future activities and social participation. Depression, anxiety and somatic symptoms have been associated with decreased QoL among various types of elder samples and in different settings/ countries [28] [29] [30] [31] [32] 76] , and in a recent study among older persons it was found that psychological well-being predicted QoL [126] . Thus, our findings seem to confirm those of a plethora of studies. The mechanisms underlying the connection between these conditions and decreased QoL are likely to be complex. For example, depressed persons may have reduced interest or pleasure in all activities, or almost all; diminished ability to make own decisions; and are unlikely to engage and/or find satisfaction, or at least seldom, in such events as participation in daily activities and give intimacy. Hence, it may be foreseeable that they report a decreased QoL. On the other hand, a reverse pattern could be possible in some cases. For instance, persistent refusal of intimacy and lack of appreciation over achievements could over time have led to depressive, anxiety or somatic symptoms.
QoL and social support
High scores in social support were positively related to all QoL domains. Social support (e.g. having help from friends) 8 and social engagement has a positive influence on health, QoL and life satisfaction and the opposite regarding low social support/social isolation [33, 34, [127] [128] [129] [130] . Thus, our results seem in accord with previous observations. The mechanisms underlying the connection between social support and the QoL domains were not addressed in our study. Nevertheless, it is possible for example that social support functioned as a "mechanism" buffering the negative effects of stress and enhancing personal coping abilities such as self-esteem and self-efficacy [131] , which would positively affect the older persons perception of various components of QoL as receivers and givers.
Limitations
This study has limitations. First, the cross-sectional nature of the data did not allowed to firmly conclude about causality. Second, the respondents may not have been representative for rural samples and other countries in Europe or elsewhere (e.g. USA) as they were recruited in urban centers from only seven specific European countries. Thus, the generalizability of our findings cannot be guaranteed. Third, the non- use of objective measures to corroborate the respondents' subjective assessments of their situation affects the accuracy. For example, the presence of somatic symptoms (e.g. pain) was not objectively confirmed. On the other hand, the used instrument (GBB) has good psychometric properties and is sensitive to age [e.g. 43] . Fourth, GBB, Multidimensional Scale of Perceived Social Support and health items needed to be translated into some of the included country´s languages, back-translated and culturally adapted. Although this was done with great caution and precision, errors could have occurred raising questions about the validity of what was measured. Fifth, the high non-response rate could have led to the "selection" of women/men with characteristics differing from those of women/men in general. For instance, we may have an over-representation of men who were psychologically abused [7] . However, there were no major divergences (age and gender) between responders and non-responders nor did they differ from the population in each participating state [37] . Sixth, the burden of the perpetrators such as spouses/cohabitants and offspring was not assessed and thus we cannot conclude on whether it influenced their abusive behaviors. Seventh, sleep disturbances are common among older persons [132, 133] and may lead to deteriorated QoL [134, 135] , but this issue was not directly addressed here precluding any conclusion about its influence on QoL. In spite of the limitations, the strength of this study lies in its careful methodology, large sample and multi-country approach. It also provides an overview and opportunity to compare older persons from cities in seven European countries with respect to the impact of psychological abuse on QoL by domain considering other factors such as depression and social support.
Conclusions
Several of the QoL domains were negatively affected by psychological abuse, but other factors such as depressive and anxiety symptoms and country of origin also impacted negatively on QoL. Social support, for example, had a positive effect on the QoL dimensions. Interventions to improve the QoL of older persons should consider these factors, not the least the role of psychological abuse, social support and mental health. Overall, our results seem to have shed further light on the experience of QoL in relation to psychological abuse and other factors such as mental health and social support in older persons; may be useful for changing advocacy and policies regarding older person´s experience of QoL, but also for changing public perceptions of it; pointed to the importance of psychological abuse, mental health and social support for the experience of QoL; may be useful for the development of interventions to improve QoL, but also for the development of prevention/treatment interventions to deal with psychological abuse and to decrease mental health and social isolation; and may serve as stimulation for further research across cultures and considering the relationship between various types of elder abuse, QoL, mental health and social support. Notwithstanding, our findings reveal that the QoL of older persons is influenced by many factors, which could not be firmly disentangle. More research, in particular longitudinal, is therefore necessary to conclude about causality.
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